is now commonplace to say that there has been a complete alteration in the severity of the acute infections during-the past twenty years.
In Glasgow, for example, when the period 1920-23 is compared with the period 1944-47, we find that the mortality from the common infectious diseases * has fallen from a total of 4725 to a total of 5^ deaths. Pneumonia has, of course, shared in this improvement, although it is probably true to say that the reduction is less (Table I) . (100) 6898 (100) 79 ( 3*5) 17 ( 6-7) 168 (11 -8) 145 107 516 2729 uch a direct comparison of the beginning and end of a twenty-eight year period makes it rather easy to infer that the change is a direct rcsult of the introduction of modern methods of chemotherapy. But we need to be reminded that the reduction has been continuous throughout the whole period : and that for all the diseases, improvement had already occurred prior to the introduction of the sulphonamides in ^936.
Such periodic changes in the behaviour of the acute infections aye of course been a feature of their history. Unlike the degenerations and metabolic disorders which are the interest of the general physician, the acute infectious diseases are constantly in a state of change as they reflect alterations in the relationship between host and parasite.
A Honyman Gillespie Lecture delivered in the Royal Infirmary, 25th November *948. * Scarlet fever, diphtheria, measles, whooping cough and cerebro-spinal fever.
V?L. LV. NO. 12 Because of the accelerated life-cycle of the parasite we may assume that changes in its attacking power can occur relatively quickly in time : and in the past the fluctuations in the severity of an infection have usually been ascribed almost solely to alterations in the "virulence" of the attacking agent. But the clinical pattern of an infectious disease must always be the resultant of two forces?host and parasite ; when alterations occur we must be prepared to study both. Changes in the parasite have received more attention in the past mainly because they lend themselves more easily to study ; but, even if our knowledge is still incomplete, consideration of the response of the host is important. Accordingly those aspects of our knowledge of pneumonia which reflect this host-parasite relationship have been chosen for study in the present paper. There is no doubt that the first interesting feature in regard to the host-parasite relationship of pneumonia is the realisation that, although at all ages the pneumococcus is responsible for the bulk of the infections, the spectrum., as (Table III) . When pneumonia in the adult is considered we find that the types responsible are not those commonly found either in normal throats or in the sputum from persons suffering from chronic bronchitis or pulmonary congestion (see Table IV (Table V) .
It is not desirable to make dogmatic inferences from the figures in Table V 583 (100) 773 (132) 599 (103) 366 ( 63) 308 ( 53) 218 ( 37) 93 ( 16) Pneumonia.
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2183 (108) 2113 (104) 2l6o (107) 1664 ( 82) 1443 ( 70 984 ( 49) 1-45 Years.
2942 ( 98) 3074 (103) 2177 ( 73) 1540 ( 52) 740 ( 25) 38o ( 13) infection of a healthy child (as, for example, in whooping cough) as an endogenous infection of a child whose capacity to withstand its own commensals has been previously reduced by some other factor. This study of bacteriaemia as an index of the host-parasite relationship in the individual can be further extended. As has already been observed, the fact that the mortality of many of the infectious diseases was falling consistently throughout the period prior to the introduction of sulphonamides and penicillin often induces the simple conclusion that the micro-organisms concerned were already losing their capacity to attack. Obviously the incidence of bacteriaemia at different periods of time in persons drawn from the same population should prove of some value in assessing the invasive power of the attacking organism. (Table X) . 
